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Extension Request Form

Hospital Name:

Facility ID: Report Period: (Begin/End Date):

Date: Number of Days of Extension Request:

Justification for Extension Request:

(Include the factors that prevent completion of the report by the due date, and actions/time
needed to accommodate those factors)

Extension request submitted by:

Name and Title (Please print)

Phone number Fax number

Signature

OSHPD USE ONLY
Extension Request (circle one): Granted Denied

REVISED DUE DATE:

By: Date Approved:

(A formal notification of extension request approval or denial will be sent via certified mail)




	ReportPeriod: 
	DateSubmitted: 
	FacIDNum: 
	Days: 
	HospName: 
	SubmittedBy: 
	Phone: 
	Fax: 
	Reason: 


